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American Indian and Alaska
Native (AI/AN) communities
demonstrate high rates of al-

cohol and substance abuse and suffer
disproportionately from their effects
on physical and emotional health
(1,2). This troubling phenomenon has

persisted despite extensive research
and efforts to improve prevention and
treatment (3–6). Many argue that
AI/AN communities’ history of op-
pression and cultural eradication is
the predominant cause of alcohol and
substance use problems, and there-

fore AI/AN cultural beliefs and prac-
tices should form the foundation of
clinical services (7–10). Various au-
thors specifically link the disappear-
ance of AI/AN traditions to increased
substance and alcohol abuse (11–13).
Similar paradigms construct sub-
stance dependence as a broken circle
with mental, physical, and spiritual
dimensions (14,15). Such notions
draw from AI/AN worldviews that
consider health to be directly related
to a harmony among the individual,
the family, the community, nature,
and spirituality. Treatment models
that correlate with these culturally
based explanations emphasize a re-
turn to AI/AN traditions, holistic con-
cepts of wellness (as opposed to dis-
crete, disease-based models), and
community-based treatment models
that attempt to heal communities in
order to heal individual community
members (16–19).

Various tribes have revived tradi-
tional practices in order to develop
culturally sound alcohol and sub-
stance abuse treatment programs
(20). Several treatment programs uti-
lize spiritual dances and talking cir-
cles (a version of group therapy in
which participants sit in a circle, often
with a group elder leading) and
smudging with sweet grass or sage
(21–24). Naming ceremonies, story-
telling, drumming and singing, and
preparing traditional meals represent
other tribal practices that treatment
programs have integrated.

More holistic approaches to sobriety
have also emerged, and one promi-
nent example is the Red Road (Well-
briety), which blends AI/AN cultural
beliefs and practices with Alcoholics
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Objective: Culture figures prominently in discussions regarding the eti-
ology of alcohol and substance abuse in American Indian and Alaska Na-
tive (AI/AN) communities, and a substantial body of literature suggests
that it is critical to developing meaningful treatment interventions.
However, no study has characterized how programs integrate culture
into their services. Furthermore, reports regarding the associated chal-
lenges are limited. Methods: Twenty key informant interviews with ad-
ministrators and 15 focus groups with clinicians were conducted in 18
alcohol and substance abuse treatment programs serving AI/AN com-
munities. Transcripts were coded to identify relevant themes. Results:
Substance abuse treatment programs for AI/AN communities are inte-
grating culture into their services in two discrete ways: by implement-
ing specific cultural practices and by adapting Western treatment mod-
els. More important, however, are the fundamental principles that
shape these programs and their interactions with the people and com-
munities they serve. These foundational beliefs and values, defined in
this study as the core cultural constructs that validate and incorporate
AI/AN experience and world view, include an emphasis on community
and family, meaningful relationships with and respect for clients, a
homelike atmosphere within the program setting, and an “open door”
policy for clients. The primary challenges for integrating these cultural
practices include AI/AN communities’ cultural diversity and limited so-
cioeconomic resources to design and implement these practices. Con-
clusions: The prominence of foundational beliefs and values is striking
and suggests a broader definition of culture when designing services.
This definition of foundational beliefs and values should help other di-
verse communities culturally adapt their substance abuse interventions
in more meaningful ways. (Psychiatric Services 63:686–692, 2012; doi:
10.1176/appi.ps.201100399)



Anonymous. According to creator
Gene Thin Elk, the Red Road repre-
sents a “holistic approach to mental,
physical, spiritual, and emotional well-
ness based on Native American heal-
ing concepts and tradition, having
prayer as the basis of all healing.” Well-
briety emphasizes historical trauma as
substance abuse’s underlying cause
and spiritual recovery as the key to at-
taining sobriety (17,18). Several pro-
grams rely on similar conceptual
frameworks. San Francisco’s Friend-
ship House, for example, intertwines a
“retraditionalization” program with
more conventional substance abuse
treatment approaches to “[heal] the
soul wounds of Native Americans,”
thereby facilitating sobriety (24).
AI/AN communities have also modi-
fied Western models of treatment. Al-
coholics Anonymous, specifically its
adaptation into Wellbriety, serves as
the most visible manifestation, but
motivational interviewing and the
therapeutic community represent two
additional examples (11,25).

These examples hint at promising,
culturally informed approaches to ad-
dress the enduring problem of alco-
hol and substance abuse in AI/AN
communities. Cumulatively, however,
the literature in this important area is
limited. Most studies examining how
substance abuse treatment programs
integrate culture into their services
have focused on individual programs
and interventions and offer limited
insight into the challenges of marry-
ing traditional and biomedical models
of care (22,23,26–29). No multisite
studies of alcohol and substance
abuse treatment programs for AI/AN
communities have assessed this
process on a larger scale. Based on 35
interviews conducted at 18 such
treatment programs nationwide, this
study used qualitative data analyses to
determine how alcohol and substance
abuse treatment programs for AI/AN
communities are integrating culture
into their services and to identify as-
sociated challenges.

Methods
Data for these analyses were drawn
from the second phase of the Centers
for American Indian and Alaska Na-
tive Health’s Evidence-Based Prac-
tices and Substance Abuse Treatment

for Native Americans project. This
project focuses on how substance
abuse treatment programs serving
AI/AN communities use and perceive
evidence-based treatments. The proj-
ect also examines how these treat-
ment programs design, implement,
and assess their services and how they
incorporate cultural, evidence-based
concepts and healing techniques into
these services. An advisory board sup-
ports this project. Members include
administrators, providers, evaluators
from the AI/AN substance abuse
treatment community, and re-
searchers with expertise in AI/AN
substance abuse treatment and dis-
semination research.

The advisory board developed in-
terview and focus group guides to
generate open-ended conversations
about the community the program
serves, the services provided and how
they were developed, the challenges
of providing these services, and the
participants’ experience with a select-
ed set of evidence-based treatments.
The interview and focus group guides
included open-ended stem questions
designed to steer the conversation
through key topics of interest to the
research team. Most stem questions
also featured probes to explore spe-
cific issues if they were not sponta-
neously identified in the interview or
by group participants (such as
whether the program felt pressure to
provide specific treatments because
of accreditation or reimbursement re-
quirements). Copies of these guides
may be found online at www.ucden-
ver.edu/caianh/ebp.

Settings and participants
Eighteen substance abuse treatment
programs serving AI/AN communi-
ties participated in the program case
study component of this study, which
is the focus of these analyses. These
18 programs reside within three
tribes, one tribal consortium, and
three urban organizations from seven
Indian Health Service regions and
seven states. Ten programs are locat-
ed on reservations, three in nonreser-
vation rural areas, and five in urban
areas. Tribes or tribal nonprofit or-
ganizations operate these programs,
all of which receive additional fund-
ing from Indian Health Services. The

advisory board identified programs
on the basis of their reputations for
innovative clinical services and to en-
sure adequate representation of the
geographic and cultural diversity of
AI/AN communities. Each program
approached agreed to participate.
Seventy-seven service providers (22
individuals in clinical administrative
positions and 55 frontline clinicians)
at these 18 programs participated.
Twenty gave interviews as key inform-
ants, and others participated in 15 fo-
cus groups. To assure participants
that confidentiality would be protect-
ed, we did not collect demographic
information from individuals. We
maintained confidentiality in order to
minimize participant discomfort
(which is not uncommon in AI/AN
communities given concerns about
prior research abuses) (30,31) and to
facilitate candid responses to our
questions. Host tribes and organiza-
tions were also assured about main-
taining confidentiality, which was a
condition of their decision to partici-
pate in this research project.

Data collection
Data collection took place from Au-
gust 2009 through July 2010. The
Colorado Multiple Institutional Re-
view Board reviewed and approved
all procedures, which also underwent
local review processes that always in-
cluded an administrative review and
sometimes included review by a re-
search review committee or a formal
institutional review board. At each
participating program, we conducted
one or more key informant interviews
with program staff in clinical adminis-
trative positions as well as a focus
group with program staff in frontline
clinical positions. Because programs
from a single tribe, tribal consortium,
or urban organization often partici-
pated together, focus groups usually
included representatives from multi-
ple treatment programs. This
arrangement required more effort
from the interviewer to collect infor-
mation about each program, but it al-
lowed for richer conversation, espe-
cially given the small size of many of
these programs. Key informant inter-
views lasted 60 minutes, and focus
groups lasted 90 minutes (with addi-
tional time reserved for completing
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the consent process). Project direc-
tors had the option of distributing in-
terview and focus group guides be-
fore the research team’s visit. The
principal investigator (DN) conduct-
ed all interviews, which were record-
ed; detailed notes were taken as a
backup. For their participation, pro-
grams received clinical or training
materials of up to $300 value. After
reviewing a complete description of
the study, each participant completed
written informed consent.

Data analyses
All interviews were taped and tran-
scribed. In only one instance was the
recording quality so poor that we re-

lied on detailed notes for analytic
purposes. After transcription, all
recordings were destroyed. Qualita-
tive data were analyzed with
NUD∗IST Vivo software (32). We ap-
plied the principles of grounded the-
ory (33) to code interview transcripts
for key themes relevant to the pur-
pose of this study (34–36). [Grounded
theory is a research method used
mainly in qualitative research. Key
points extracted from text are marked
as a series of codes. The codes are
then grouped with similar concepts in
order to generate categories.
Through this process, major themes
(categories) and subthemes (codes)
are identified.] An initial review of

the transcripts generated a tentative
list of themes; we expanded and mod-
ified the coding framework in subse-
quent reviews. Theme and subtheme
prevalence were also noted. RL per-
formed the initial coding, which was
reviewed by DN to establish consen-
sus. After confirming major themes
and subthemes, we identified exem-
plary quotes that captured these
ideas.

Results
Alcohol and substance abuse treat-
ment programs serving AI/AN com-
munities integrate culture into their
services in two discrete ways: by im-
plementing specific cultural practices
and by adapting Western models of
treatment. More important than ei-
ther intervention, however, are the
foundational beliefs and values upon
which they rest. We defined founda-
tional beliefs and values as the core
cultural constructs that validate and
respect AI/AN experience and world
view. Figure 1 illustrates the relation-
ship between these categories and the
challenges of integrating cultural
practices. Tables 1 and 2 show the fre-
quency of the most common themes
and subthemes and provide exempla-
ry quotations. [Expanded tables with
additional exemplary quotations are
available online as a data supplement
to this article.]

Specific practices
Programs utilize various cultural
practices, most frequently cere-
monies and rituals, such as talking cir-
cles, sweat lodges, and sun dances.
Group prayers, powwows, drumming,
and musical performances also fall
under this category. Clinicians con-
sidered these activities an opportuni-
ty to interact with clients personally.
Clinicians also emphasized connect-
ing clients to their traditional culture
in order to reconnect them to their
communities, to help them “find out
who they are,” and to illustrate a pos-
itive aspect of treatment (as opposed
to the pathology of substance abuse).
Almost all programs hire staff who
themselves are AI/AN and described
a “different kind of relationship” be-
tween AI/AN staff and clients—one
based on cultural ties and shared ex-
perience that facilitates trust and
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Role of culture in substance abuse treatment programs for American Indian and
Alaska Native communities

Foundational beliefs and values
Community and family involvement, relationships 
and respect, open-door policy, flexibility, culture
as protective, individualized care, history and 

trauma, holistic care and spirituality

Treatment that is unique and necessary
for the individual and the

larger community

Specific practices
Ceremonies/rituals, Native 
staff, culture classes and 

directors, field trips/community 
service, traditional healers, 

arts/crafts/decor, Native
language, outdoor activities

Adaptation of
Western models

Wellbriety; informal
adjustments; images, 
medicine wheel, and

circles; historical
trauma

Challenges
Diversity, resources, 

finances, boundaries and 
burnout, staff education



openness. Other common practices
include teaching culture classes or
hiring a cultural director to engage
clients in community-based activities
and mentoring from elders. Partici-
pants also noted arts and crafts proj-
ects, such as beading, pottery, and
carving; field trips to sites of cultural
significance; outdoor activities, such
as camping, hunting, and fishing; and
inviting a traditional healer to partici-
pate in treatment.

Adaptation of Western models
Relying on established, Western
models of care and adapting them for
AI/AN communities is the second dis-
crete way that alcohol and substance
abuse treatment programs for AI/AN
communities integrate culture into
their services. This practice takes
place formally through the imple-
mentation of Wellbriety and other
Western models (for example, the
Matrix [37]) that have already been
adapted for AI/AN communities. In-
dividual programs also create novel
“blended” treatment manuals that in-
corporate AI/AN imagery, such as
medicine wheels, totem graphics, and
circular motifs. More commonly,

however, adaptations transpire infor-
mally when a clinician spontaneously
makes minor alterations (usually ver-
bally) in his or her interactions. For
example, clinicians may incorporate
historical trauma or allude to medi-
cine wheel imagery. Most frequently,
programs emphasized their reliance
on Wellbriety, which combines the
12-step approach of Alcoholics
Anonymous with AI/AN teachings.
Programs either directly utilize the
Wellbriety model or integrate aspects
of it into their Western models of
treatment.

Foundational beliefs and values
An emphasis on community and fam-
ily, the importance of relationships
and respect for clients, an open-door
policy that welcomes clients into a
homelike setting, and the conviction
that AI/AN culture and tradition sup-
port sobriety represent the most crit-
ical beliefs and values guiding treat-
ment at alcohol and substance abuse
treatment programs for AI/AN com-
munities. Along with flexibility and
offering individualized care, these
principles provide the foundation and
context that facilitate implementing

specific cultural practices and adapt-
ing Western models. More important,
these foundational beliefs and values
function independently as critical
components of culturally based care
that validate and incorporate AI/AN
experience and world view.

Community and family involve-
ment, the most frequently cited foun-
dational component, is stimulated by
organizing community-wide social
and cultural events, supporting
clients beyond program walls (at
home or at school, for instance), and
bringing spouses and children into
programming. One clinician de-
scribed how “you have to be involved
in the community [to] work here—
that’s part of the program.” Multiple
participants reported reintegrating
clients into their families and commu-
nities in order to sustain sobriety.
Conveying an equally prominent
foundational value, one clinician re-
lated, “It’s all about building relation-
ships with people. . . . If you don’t have
that . . . , there’s no hope for change.”
Meaningful relationships based on re-
spect facilitate empowerment and
self-esteem, considered critical given
AI/AN communities’ shared history
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Key themes and examples of specific practices, adaptation of Western models, and challenges from 20 interviews and 15 
focus groups with clinicians serving American Indian and Alaska Native populations

Theme and subtheme Frequencya Example

Specific practice 68 “I think the reason why the talking circle is so successful is that . . .[t]here’s no 
Ceremonies and rituals 31 sense of power—like the power is given to the Higher Power, so it’s just a matter 
Native staff 22 of maintaining the safety within the group. [A]nd then there’s the traditional 
Culture classes and directors 14 component—we use sage and the talking stick, so again that adds to the safety. 
Field trips, community service 7 But what I like the best [about the] talking circle is how the people who complete 
Traditional healers 7 treatment still come back to [it]. So that shows the newer clients that . . . sobriety 
Arts and crafts 5 is possible. . . . Then, there’s cohesiveness within the group that carries out 
Art and decor 4 throughout the community.”
Native language 4
Outdoor activities 4

Adaptation of Western models 29 “I use the Red Road to Wellbriety book. . . . [I]t starts talking about how we lost 
Wellbriety 17 so much of our culture. They talk about the visions that . . . our ancient elders 
Informal adjustments 16 had hundreds . . . of years ago about how a fair-skinned people were going to 
Images, medicine wheel, circles 7 come here [and] take our culture away. The first thing was of course the [alcohol].
Historical trauma 5 The second they called the Black Book. [The third was] a little [tribal identification] 

card [that] says we’re a member of a fairly recognized tribe. But they hear that 
stuff and they say, ‘Whoa, our people thought about that way back when?’”

Challenges 61 “We’ve got people who are fresh off the reservation, we’ve got people who were 
Diversity 20 born and raised [here] . . . [people] who are barely Indian-identified, and every-
Resources 16 thing in between. . . . It’s not a homogeneous population by any stretch. People 
Finances 11 like to say, ‘Oh, they’re Indians,’ but all different tribes, all different spiritual 
Boundaries and burnout 10 beliefs, all different ways of being. And, different levels of acculturation. So, it’s a 
Staff education 9 bit more diverse than most people would think.”

a Frequency with which theme or subtheme was mentioned in focus groups and key informant interviews



of oppression and mistreatment.
Such relationships are also therapeu-
tic. One clinician explained, “Our
people are traumatized. . . . What
they need is a lot of TLC coming in .
. . . When you give TLC to people
who need it, it’s amazing what it does
to their level of motivation.”

Numerous programs endorse open-
door policies that allow clients to ask
for help beyond their scheduled ap-
pointment times. “Because if you re-
fuse them help, like you close the door
and say ‘I’m too busy,’ ” one clinician
explained, “they will never come
back.” Creating such a receptive envi-
ronment facilitates a homelike atmos-
phere where clients feel comfortable
asking for help. Flexibility, specifically
bending rules and modifying treat-
ment modalities, emerged as another
therapeutic approach that allows clini-
cians to accommodate their clients’
multiple, complex needs. For clients
who do not meet criteria for treat-
ment, one clinician described how
“we may change some things and try

to help them through those challenges
. . . and help them complete their pro-
gram versus just discharging them.”
Another clinician, capturing the im-
portance of flexibility, described shap-
ing treatment “so that it fits our popu-
lation instead of trying to get our pop-
ulation to fit the therapy.” Individual-
ized, client-centered care works in
conjunction with flexibility to gener-
ate the most therapeutic (and at times,
unconventional) care. Last, multiple
programs underscore how culture
protects against substance abuse by
restoring clients’ identity and nurtur-
ing the values necessary to heal AI/AN
communities. “When they set foot
into a Native organization where they
feel comfortable, they start to heal,”
one clinician related. “It’s that cultural
identity coming back.”

Challenges
The complex diversity of AI/AN pop-
ulations represents the most fre-
quently identified challenge of imple-
menting culturally based services,

with diversity stemming from degree
of acculturation, tribal affiliation, reli-
gious beliefs, and rural versus urban
background. Clinicians and adminis-
trators described how culturally sen-
sitive care for one AI/AN client might
be insensitive or offensive to another.
Lack of resources, specifically tradi-
tional healers and the funds to hire
staff knowledgeable about cultural
practices, emerged as another signifi-
cant barrier. Other challenges include
pressure from grants to implement
evidence-based treatments, billing in-
surance companies for cultural prac-
tices, and the potential for burnout
and personal boundary violations
among clinicians in the context of of-
fering comprehensive, individualized
care. Beyond the challenges unique
to implementing culturally based
care, programs emphasized barriers
affecting all aspects of care more
broadly, citing, for example, inade-
quate public transportation and child
care services in rural regions and lim-
ited socioeconomic resources.
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Key subthemes and examples of foundational beliefs and values from 20 interviews and 15 focus groups with clinicians
serving American Indian and Alaska Native populations

Subtheme Frequencya Example

Community and family 38 “[We] make that effort to bring the people together when we put community func-
involvement tions together. . . . [W]e learn how to . . . help each other throughout these crisis

situations . . . . If there is change . . . this is where it begins, with the people them-
selves. And, this is what we need to work on . . ., reintroducing [our people] back 
to knowing what it is to be a community, a people that can take care of each other.”

Relationships and respect 32 “When you really pay attention to what someone is saying . . . it’s almost like a light 
goes off around them and they get an aura. It’s like, ‘Wow, she’s really looking at 
me and she’s really listening to what I have to say and she really believes that I can 
do this.’ . . . [W]ithin our community . . . there has been this negative feeling that 
we’re held down . . ., [that] we can’t rise above, and we keep trying to say, ‘Yes,
you can.’ And we’ve seen instances where they do.”

Open-door policy 24 “Cultural competence . . . means that if somebody shows up in the waiting room to 
see you, you don’t tell them to come back when their appointment is. You go out 
there and see them [or] tell them to wait until you’re done. But, to send somebody 
away [is] not culturally competent. [W]hen somebody calls on the phone and says, 
‘You know, the police are at my house and I need you to come over and explain to 
them,’ you hop in the car and go over and do that.”

Flexibility 18 “I had a guy come in yesterday [drunk]. [I]n the greater culture, you don’t let people
in the office if they’re drunk, but we do. . . . [H]e was in a world of hurt because 
he fell off the wagon, [so] he comes in to ask me, ‘Tell me what to do. . . .’ And he’s 
drinking. But try to fit one of these models in with that. . . . I was trying to capture 
his imagination that we could [solve] his problem. There are things we can do [to] 
give him some hope. He promised to come back today after he sobered up.”

Culture as protective 17
Individualized care 14
History and trauma 13
Holistic care, spirituality 13

a Frequency with which theme or subtheme was mentioned in focus groups and key informant interviews. The overall frequency of the foundational be-
liefs and values theme was 116.



Discussion
This project represents the first mul-
tiprogram study of how alcohol and
substance abuse treatment programs
serving AI/AN communities integrate
culture into services. Our finding that
culturally based care includes tradi-
tional practices and Western models
of care adapted for AI/AN communi-
ties is consistent with descriptive and
case-based studies (18–24,26–29,38).
However, the critical emphasis on
foundational beliefs and principles—
defined as core cultural constructs
that validate and respect AI/AN expe-
rience and world view—represents a
novel finding, one that calls for a
more profound understanding of
AI/AN history, reality, and perspec-
tive when providing services. This
emphasis also questions conventional
conceptions of culturally based care.
As one administrator commented,
“It’s not just about . . . the cere-
monies. . . . It’s about being respon-
sive to the community, which [means]
being culturally competent.” Involv-
ing community and family, emphasiz-
ing relationships and respect, and
maintaining an open-door policy
form the foundation for culturally rel-
evant interventions. Rebuilding exist-
ing treatment modalities upon this
foundation and advancing all founda-
tional beliefs and values independ-
ently enable cultural adaptation and
modification in substance abuse
treatment programs for AI/AN com-
munities.

To address the substance abuse
treatment needs of diverse communi-
ties, an emerging body of literature
describes the importance of marrying
culture with evidence-based inter-
ventions and other treatment manu-
al–based interventions (39,40). Our
findings share points of continuity
with theoretical frameworks that il-
lustrate this process. These frame-
works suggest that similar cultural
constructs, including family, respect,
spirituality, and traditionalism, should
be integrated into substance abuse
prevention and treatment in order to
gain acceptance from ethnic and
racial minority groups (39,41). These
frameworks also distinguish between
surface modifications (for example,
implementing relevant language, mu-
sic, and food) and deep structures, or

the cultural, social, historical, envi-
ronmental, and psychological factors
that influence the target health-relat-
ed behavior. Surface structures in-
crease acceptance of messages,
whereas deep structures convey rele-
vance and determine impact (42,43).
Conceptualizing the prominence of
foundational beliefs and values as the
backbone of care has a correlation
with these deep structures (Figure 1).
Several studies that have examined
the role of culture in substance abuse
interventions for other minority com-
munities align with our emphasis on
community, family, relationships, re-
spect, and the role of history and trau-
ma (44–46). These particular themes,
common to various minority commu-
nities, suggest a starting point for de-
vising guidelines that operationalize
the cultural adaptation of substance
abuse treatment paradigms.

This study’s primary shortcoming
involves the sampling of programs.
Because we selected programs that
provide innovative services, we were
unable to address the tremendous di-
versity of AI/AN communities. We
hope to pursue this matter during the
final phase of this project, which in-
volves a nationwide survey of sub-
stance abuse programs serving AI/AN
communities that explores similar
themes through quantitative meth-
ods. Because we did not obtain de-
mographic information from clini-
cians and administrators, we were un-
able to examine the relationship be-
tween factors such as ethnicity and
years of experience and descriptions
of culturally based care, but the small
sample size would have likely pre-
cluded such analyses.

Conclusions
For these 18 substance abuse treat-
ment programs serving AI/AN com-
munities, culturally based care goes
beyond traditional practices and
adapting Western models of care. In-
stead, these approaches are derived
from foundational beliefs and values
that reflect these communities’
worldview, shared history, and cur-
rent challenges. We defined these
foundational beliefs and values as the
core cultural constructs that validate
and respect AI/AN experience and
world view. Our observation that cul-

turally based care informs the foun-
dation and structure of substance
abuse treatment programming and
extends into the larger community
carries significant implications for
other diverse communities. Our find-
ings might help other substance
abuse treatment programs integrate
culture into their services in order to
develop unique treatment strategies
that concurrently heal individuals and
their surrounding communities.
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